Background
Along with colon cancer, rectal cancer is the second leading cause of cancer-associated deaths in the U.S. with about 40,000 newly diagnosed cases in 2014 [1] . Despite the high percentage (approximately 25%) of metastatic cases at diagnosis, the 5-year survival rate has improved in recent years, mainly due to the development of systemic therapeutic strategies such as neoadjuvant chemoradiotherapy (CRT) [2, 3] . Neoadjuvant CRT has been developed as a standard strategy, especially for the management of locally advanced rectal cancer (LARC) [4] . With the advent of neoadjuvant CRT, the survival rates of patients with LARC has significantly improved [5, 6] . However, patients who do not reach a pathologically complete response (pCR) from neoadjuvant CRT could more easily suffer local or distant recurrence at any time with poorer outcomes. The 5-year disease-free survival (DFS) was 83% for patients with pCR and 66% for those without pCR [7] . Hence, it is still necessary to find specific biomarkers to improve the selection of patients who will most benefit from neoadjuvant CRT and therefore achieve a better outcome. This could help to prevent unnecessary radiation therapy and surgery delays [8, 9] . Therefore, identifying appropriate biomarkers has become a topic of investigation.
Increasing evidence suggests that cancer-associated inflammation is associated with poorer outcomes of cancers, including rectal cancer [10] . Immune cells produce cytokines, chemokines, and inflammatory mediators to cause an inflammatory response leading to changes in circulating white blood cell levels [11, 12] . Various markers have been studied in solid tumors, including the neutrophil-to-lymphocyte ratio (NLR). Meta-analyses have indicated that NLR is a useful predictive factor in several cancers, such as esophageal cancer [13] , gastric cancer [14] , hepatocellular carcinoma [15] , and non-small cell lung cancer [16] .
However, the role of NLR in rectal cancer remains controversial [17, 18] . Hence, our study further explored the associations between the baseline NLR and prognosis following neoadjuvant CRT for LARC. The role of NLR as a predictor for pCR after neoadjuvant CRT in LARC was also assessed.
Material and Methods

Patients
In total, 202 patients diagnosed with LARC (cT3-4 and/or cN1-2) and receiving neoadjuvant CRT followed by radical surgery at Zhejiang Cancer Hospital from February 2002 to December 2012 were included in this retrospective study. All patients had histologically confirmed rectal adenocarcinoma within 15 cm from the anal verge, and patients with distant metastasis were excluded from this study. All patients signed informed consent, and underwent pelvic radiation (range 45-55 Gy) with concurrent 5-fluorouracil-based chemotherapy (FOLFIRI or FOLFOX) before surgery. Radiation was given according to the institutional protocols.
Pretreatment assessment
The pretreatment assessment included a detailed medical history and physical examination, digital rectal examination, endoscopy, biopsy, endorectal ultrasonography, abdominal and pelvic computed tomography (CT), chest X-ray/CT, and pelvic magnetic resonance imaging (MRI). Laboratory examination included whole blood cell count, as well as liver and kidney function tests. Cardiac function was assessed by electrocardiography and echocardiography. All patients had baseline blood samples obtained within 1 week before CRT. The routine blood test was performed in our hospital. The NLR was calculated as the neutrophil count divided by the lymphocyte count.
Histopathological evaluation of response to chemoradiation
All patients underwent diagnostic rectal biopsy before the start of CRT. Pathological evaluation was performed after surgery. The pCR was defined as an absence of all malignant cells. The degree of primary tumor regression was determined by the amount of viable malignancy versus the amount of fibrosis as described by Dworak et al. [19] . Tumor regression Grade 0 (TRG0) was defined as no regression; TRG1 as minor regression (dominant tumor with fibrosis in 25% of the tumor mass); TRG2 as moderate regression (dominant tumor with fibrosis in 26-50% of the tumor mass); TRG3 as good regression (>50% tumor regression); and TRG4 as total regression (no viable tumor cells).
Statistical analysis
Statistical analysis was performed using SPSS Statistics software, version 20.0 (IBM, Armonk, NY, USA). Continuous variables are expressed as the mean ± standard deviation and/or median (range). Categorical data are expressed as percentages. Receiver operating characteristic (ROC) analysis was used to determine the cut-off value of the NLR. In this analysis, we established the cut-off value of the NLR with maximum sensitivity and specificity in predicting 3-year overall survival (OS) and 3-year DFS. The correlation analysis between the NLR and the clinicopathological characteristics was performed using chi-squared tests. 0.10 by univariate analysis. A 2-sided P value less than 0.05 was considered to be statistically significant.
Results
Patient characteristics
The patients' clinical characteristics are summarized in local recurrence, 76 (37.6%) had distant metastasis, and 9 patients (4.5%) were lost to follow-up.
The association between clinicopathological characteristics and NLR
The average NLR was 2.7±1.5 (median, 2.4; range, 0.6-12.8).
In the ROC analysis, we failed to identify an appropriate cutoff value because the area under the curve for NLR was 0.555 [95% confidence interval (CI), 0.467-0.642; P=0.223] for the 3-year OS and 0.558 (95% CI, 0.477-0.638; P=0.159) for the 3-year DFS. Finally, an NLR ³3.0 was considered as elevated NLR on the basis of previous studies [20, 21] . There were 63 (31.2%) patients with NLR ³3.0 and 139 (68.8%) patients with NLR <3.0. We compared the difference in clinicopathological characteristics between the NLR ³3.0 group and the NLR <3.0 group ( Table 1) . The results showed that elevated NLR were more common in patients ages <60 years (P=0.017). No other clinicopathological characteristics were found to be associated with the NLR. It is worth noting that there were no differences in the pCR rate or the T-downstaging rate between the 2 NLR groups.
Survival analysis
The correlations between OS and various clinicopathological characteristics are shown in (Figures 1, 2) . Furthermore, we repeated survival analyses using different cut-off values (2.0 [21] and 4.0 [22] ) and again did not find an association between NLR and survival outcomes.
Discussion
The tumor node metastasis (TNM) staging and Dukes' staging system are the basis for subdividing colorectal cancer, but even patients with the same stage may turn out to have different clinical characteristics and outcomes. It is necessary in clinical practice to generate a personalized treatment strategy. Hence, supplementary methods, such as the laboratory index, added to the TNM staging and Dukes' staging system, may have an important role in the determination of personalized treatment strategy [23] . However, the choice of the most appropriate laboratory marker is a serious issue.
The relationship between inflammation and tumors is well established. Inflammation can increase the risk of cancer and promote carcinogenesis, including colorectal cancer [24] . Data also showed that patients who used regular non-steroidal anti-inflammatory drugs had decreased risk of colorectal cancer [25] . Clinical studies and pool analyses have shown that several markers of systematic inflammatory reactions, such as C-reactive protein, modified Glasgow score, and NLR, show prognostic value in patients with cancer [26] . Among the laboratory markers, NLR has some advantages, such as low cost and wide availability.
A meta-analysis of 7 studies involving 959 patients suggested that elevated NLR was related to worse OS, DFS, and recurrent-free survival [27] . Interestingly, all the studies included in the meta-analysis obtained "positive" results. However, some recent studies reported negative results. Leonardo et al. reviewed a cohort of 175 patients, and analyzed the association between NLR and survival outcomes using different cutoff values (2.0, 2.5, 3.0, 4.0, and 5.0). The results did not show differences in disease-specific survival, recurrent-free survival, or pCR [21] . In our present study, we also found no association of the NLR with either OS or DFS.
One explanation for these contradictory results could be the clinical heterogeneity of the patients enrolled in the different studies. In our cohort, a higher proportion (59.4%) of patients had clinical stage T4, compared with other clinical studies of rectal cancer [28, 29] . In our previous study, we found that tumor burden, which is regarded as an important prognostic factor, was the most pivotal factor influencing systemic inflammation before treatment in colorectal cancer patients [30] . We speculate that NLR, as a type of systemic inflammatory marker, may predict the prognosis by distinguishing patients with different tumor burdens. If a group of patients had a wide spectrum of tumor burdens, NLR would be an effective predictor of outcomes. In contrast, if patients enrolled in a certain study had a narrow spectrum of tumor burdens, the predictive power of the NLR would be weakened. However, this hypothesis requires further research for validation. In addition, when interpreting the contradictory results in different studies, other possible reasons need to be taken into account, such as random error caused by small sample and variability of treatment in different centers.
In addition to finding no association between the NLR and survival outcomes, we also found no association between the NLR and short-term effects indicators of CRT (e.g., pCR, downstaging, and pathological response), for which previous studies have yielded conflicting results [20, 31] . However, there is no convincing explanation of the mechanism by which systemic inflammatory factors affect the short-term actions of CRT. In the present study, we found that younger patients were associated with higher NLR, while previous studies have not found this correlation [31, 32] . The most probable reason for this disagreement is the randomly caused uneven distribution of baseline characteristics in different age groups.
Caution is required when interpreting our results because of the limitations in our study. First, this was a retrospective study, and some comorbidity that may affect the level of NLR had not been included in our analysis. Second, nearly 3/5 of 323 the patients in our cohort were cT4, and the percentage was higher when compared with that of other studies. Finally, the heterogeneity of the tumor burden in different studies may affect the predictive power of the NLR.
Conclusions
In our cohort, the NLR did not correlate with survival outcomes in LARC patients undergoing neoadjuvant CRT. The prognostic value of NLR should be validated in future large-scale prospective studies.
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